A dequate parental leave policies are an important component of creating supportive workplace environments. Many residents are parents or become parents during training, and report higher satisfaction with their experience when they feel their newborn's needs are met, including maximizing the opportunity to breastfeed. 1, 2 A 2013 resident physician survey of various disciplines at one institution reported that 41% had children, 7% were pregnant or had pregnant partners, and about 40% planned to have a first child or another child during residency. 3 This contrasts with a 1983 survey that found only 13% of married women had a child during residency. 4 The growing number of trainees who plan childbearing makes the topic of parental leave increasingly important for medical educators and for graduate medical education governing bodies that are responsible for developing policy and procedures that affect these professionals.
Maternity leave policies may also affect recruitment and retention of women in academic careers, as policies often affect women at a time when they are beginning their roles as faculty. Although women make up nearly half of medical school matriculants, they constitute only about one-third of academic faculty, and leave academic careers at a higher rate than men. 5 Residency faculty are role models and mentors as residents make decisions about career paths and practice locations, and the environment where women train strongly influences these choices. [6] [7] [8] [9] Creating policies that allow women ORIGINAL ARTICLES faculty to succeed is essential for meeting the ongoing need for teaching faculty who will develop the future physician workforce. 10 Leave policies for nonchildbearing parents are also important. Although no studies have examined the affect of parental or adoptive leave on physician recruitment, studies have reported the positive impact of paternity leave on families. Fathers who take leave around the time of childbirth, especially 2 weeks or more, are more likely to be involved in subsequent childcare activities, which correlates with higher satisfaction with parenting and improved developmental outcomes for children. [11] [12] [13] [14] Despite this, leave policies vary greatly across programs and disciplines. 8, [15] [16] [17] [18] A 2016 survey of surgery residency programs showed less than half of programs had a paternity leave policy and, when present, paternity leave was typically 1 week. 2 Pediatric program directors reported 61% had policies for paternity leave and approximately one-third had policies for domestic partnerships or same-gender unions. 16 Obstetrics residency program directors reported 55% had policies in place for nonchildbearing parents. 19 Maternity leave policies are reported more frequently, 2, 8, 16, 19 but length of leave varies by program and often includes vacation, sick leave, or disability. 15, 18 Importantly, many of these surveys describe policies rather than actual leave practices.
The impact of parental leave on residency progress varies. A 6-week leave may not delay graduation at all, or may delay board certification by up to 1 year, depending on specialty. 20 One pediatric survey noted that the mean amount of leave residents could take without making up time was 3 weeks, regardless of the reason for the absence. 16 A 2011 survey found that family medicine (FM) residents take an average of 6.5 weeks of maternity leave, but did not explore whether leave was paid, whether time was expected to be made up, or the differences between organizational policy and amount of leave taken. 1 In a more recent survey, over 40% of family medicine program directors noted that a high proportion (81%-100%) of female residents who take parental leave at their program will extend residency. 21 To mitigate the need for program extensions, some offer athome or reading electives to new resident parents as a way to allow a small amount of residency work to be completed at home, a practice identified in the literature as supportive for new parents. 22, 23 The American Academy of Family Physicians (AAFP) parental leave recommendations suggest that programs encourage residents to take the longest leave possible, prioritize time for mother-child bonding, offer electives that can be completed at home, and provide clear policies about patient care during a resident's absence. 24 Nonetheless, there are no strict overarching policies governing the duration of resident maternity or paternity leave.
Similarly, although parental leave policies for academic faculty members have been discussed in the literature, 25, 26 we are aware of no studies exploring the experiences of FM faculty. This is important, because gender-specific policies and the degree of institutional support for parents can vary significantly across specialty departments. 5 Furthermore, even the most generous policies, if not supported by institutional culture, may not be meaningful.
Programs must balance the needs of residents and faculty on leave with the workload of those who remain. Leave in educational programs, as in all practices, must be balanced against patient care needs. Because of these conflicting demands, parental leave practices may be less generous in smaller programs, or possibly rural programs, where there may be less available cross-coverage.
The purpose of our study was to describe parental leave policies of US FM residency programs, to identify factors that predict parental leave, and to compare policies to leave actually taken by residents and faculty members. Although not all FM faculty are employed by residency programs, this survey of program directors is a first step in understanding the family leave policies and practices of a large group of academic family physicians in the United States.
Methods
We surveyed all program directors of US FM residency programs accredited by the American Council of Graduate Medical Education (ACGME), as part of a Council of Academic Family Medicine Educational Research Alliance (CERA) survey. These biannual omnibus surveys include standard demographic questions describing the residency programs and program directors as well as questions submitted by various researchers on different topics. 27 Pretesting was done using FM educators who were not program directors, and questions were modified for flow, readability, and consistency.
Our questions focused on the amount of parental leave offered and taken by residents and faculty, excluding vacation time or elective rotations with fewer work demands ( Table 1) . Program directors were asked to describe leave taken by the last residents and core faculty members who took maternity or paternity leave, using the ACGME definition of "core." 28 They were also asked whether their program had a rural focus, rural training track, or neither; the percentage of female residents and faculty members; and whether elective rotations with fewer work demands were offered to new parents.
Data were collected from January to March of 2017. The CERA program sent email invitations to residency program directors with a link to the online survey. Five follow-up emails were sent to remind nonparticipants about the survey. At the time of the survey there were 499 US FM residency programs. Ten program directors had previously opted out of surveys and 11 emails could not be delivered, for a final population size of 478.
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We analyzed data using IBM SPSS Statistics, version 24 (IBM Corp, Armonk, NY). Response options for weeks of leave were ordinal numbers 0 through 12 and ">12"; for analyses we converted all >12 week responses to 13 weeks. We calculated frequencies and descriptive statistics on weeks of maternity and paternity leave for residents and faculty, Pearson correlations to compare weeks of maternity and paternity leave between residents and faculty, and student t-tests and one-way analysis of variance (converting to Welch test if homogeneity of variance existed) to compare results based on program size and rural focus. The overall CERA survey asked the number of residents in each program with response options of <19, 19-31, and >31; we initially ran comparisons with all three program sizes, but after not finding significant differences between the 19-31 and >31 size programs we grouped to small (<19 residents) and large (19 or more residents) for the remainder of the analyses. We defined programs as rurally-focused if either the entire program had a rural focus or a portion of residents participated in a rural track. We built multiple regression models for total and paid maternity and paternity leave for residents and faculty, controlling for rural program focus (yes/no), percentage of women faculty, percentage of women residents, program size (small/large), and program director gender. Significance was set at P<.05.
The AAFP Institutional Review Board approved the study.
Results
The overall survey response rate was 261/478 (54.6%). Residency program characteristics are summarized in Table 2 . About two-thirds of respondents were from community-based, university-affiliated programs, and over half were from either the South or Midwest. Almost 25% were in communities of less than 75,000 people, one-third had a rural focus, and two-thirds had 19 or more residents. Most of the program directors answered at least one question about parental leave benefits. Nonrespondents' programs tended to be in smaller communities (P<.001) and had lower percentages of female core faculty members than respondents' programs (mean 30% [SD=20.2] vs 48.8% [SD=22.1], respectively; P<.05). There were no other significant differences between the programs of responding and nonresponding directors.
A wide range of paid maternity and paternity leave policies were reported, from 0 to >12 weeks ( Figure  1 ). Notably, almost 30% of responding programs offered no paid maternity leave and almost 40% offered no paid paternity leave, to residents or faculty. Only two programs offered more than 12 weeks of paid maternity leave to either residents or faculty.
On average, program policies offered faculty slightly more paid parental leave than residents (maternity average 5.3 weeks for faculty vs 4.5 weeks for residents, P<.01; and paternity average 2.7 weeks for faculty vs 2.4 weeks for residents, P<.01).
Unpaid leave policies were more generous, allowing residents to have an average of 11.5 weeks total (combined paid and unpaid) maternity leave and 9.0 weeks paternity leave. Faculty were offered an average of 12.8 weeks maternity and 10.0 weeks paternity leave. Four programs offered no resident maternity leave and four offered no faculty maternity leave. Ten programs (5.5%) offered no paternity leave to residents and twelve (7.3%) offered none for faculty. For both residents and faculty, the amount of paid maternity and paternity leave used was significantly less than the amount of paid leave offered (P<.01). Residents, on average, did not take 0.5 weeks of paid maternity leave offered (SD=2.4); faculty did not take an average of 0.6 weeks (SD=2.9). Similarly, residents did not take an average of 0.6 weeks of paid paternity leave offered (SD=2.8) and faculty did not take an average of 1.6 weeks (SD=2.7).
Parental leave offered and accepted for each program were correlated 
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in several important ways. The amount of paid maternity and paternity leave each program offered faculty was strongly correlated (r=0.64; percentage of variance 41%; P<.01), as was the amount of paid maternity and paternity leave offered residents (r=0.62; POV 38.4%, P<.01).
The amount of paid maternity and paternity leave offered residents was strongly correlated with the amount of paid leave offered faculty at the same program (maternity: r=.77; POV 59.3%; P<.01; paternity: r=.82; POV 67.2%; P<.01). The amount of paid and total maternity and paternity leave that was available but not used by residents was also strongly correlated with the amount available but not used by faculty in the same program (Table 3 ).
There was no significant difference in the amount of maternity leave offered to residents or faculty based on program size or rural focus. However, residency program size and rural focus were each significantly associated with the amount of maternity leave taken by residents; program size was also associated with the amount taken by faculty (Figure 2) . Both residents and faculty at smaller programs took less total maternity leave (small program residents 5.3 weeks, faculty 7.4 weeks, P<.01; large program residents 7.4 weeks, faculty 10.3 weeks, P<.01). Similarly, residents at rurally-focused programs took less total maternity leave (rural program residents averaged 5.5 weeks, nonrural program 7.4 weeks, P<.01). Program size and rural focus did not correlate with the amount of paternity leave offered or taken by either group. Program director gender, percentage of female residents, and percentage of female faculty were not correlated with maternity or paternity leave offered or taken.
In regression analyses, program size predicted the amount of paid and total maternity leave taken by residents (β=1.2, P<.01 and β=1.3, P<.01, respectively), with residents at larger programs taking more leave. Rural focus was also independently predictive of the total maternity leave taken by residents, with residents at programs without a rural focus taking more leave (β=1.8, P<.01). The percentage of women faculty, percentage of women residents, and program director gender were not predictive of weeks of maternity 
Figure 2: Weeks of Maternity and Paternity Leave Offered, Taken, and Left Behind for Residents and Faculty of Family Medicine programs based on rural focus and size of program.
Height of each column represents average of total leave offered; dark grey portion of each column is average leave taken, and light grey portion of each column is average leave left behind. In groups marked by an asterisk (*), the amount of leave taken was significantly different (p<0.01) between the two types of programs (rural vs. no rural focus or small vs. large program size) using student t-test. Height of each column represents average of total leave offered; dark grey portion of each column is average leave taken, and light grey portion of each column is average leave left behind. In groups marked by an asterisk (*), the amount of leave taken was significantly different (P<.01) between the two types of programs (rural vs no rural focus or small vs large program size) using student t-test.
leave. None of the variables examined were significantly associated with paternity leave.
Most residency programs (171/233; 73.4%) offered an at-home elective option for new parents. There was no relationship between the presence of an elective and size of the program, rural focus, program director gender, or percentage of women faculty or residents.
Discussion
This study demonstrates wide variation in maternity and paternity leave policies among US FM residency programs. Notably, almost 30% of FM programs offered no paid maternity leave and almost 40% offered no paid paternity leave to residents or faculty. Although many programs supplement parental leave with athome elective options for residents, our research demonstrates a surprising lack of universal support for parental leave among academic FM programs. This finding runs counter to the family orientation of our specialty and the fact that many ORIGINAL ARTICLES residency and academic medicine programs and organizations have called for family-friendly parental leave policies for faculty and residents. 3, 16, 24, [29] [30] [31] By surveying FM residency program directors about both policies and actual leave taken by recent residents and faculty members, our study begins to illustrate the interplay between policy and culture petaining to parental leave. This is important, as policies need to be supported by institutional and specialty culture in order to effectively protect time for new parents. Based on our data, this is a valid concern, as many FM program directors reported that recent residents and faculty members took less paid parental leave than was offered. Although many factors contribute to decisions regarding time away from work, including financial constraints and specialty board-level policies that functionally limit available leave, the amount of paid leave left behind by residents was strongly correlated to that left behind by faculty within the same programs. This supports the concept that organizational culture, including modeling by faculty and the hidden curriculum, may at least partially impact these decisions.
Smaller and rurally-focused programs were at highest risk of residents taking less maternity leave than was offered, and faculty at smaller programs were also at higher risk of leaving maternity benefits behind. This may be understandable, as it is likely that smaller programs and rural programs have less depth of coverage for employee absences. However, parental leaves are usually predictable. Administrators and faculty of small and/or rural programs should be aware of this phenomenon, and should actively encourage cultural norms that support maternity benefits, as well as back-up coverage and protected and paid time through medical and family leave policies. This is particularly important because inadequate maternity leave may discourage women physicians from choosing and staying in rural communities for practice. 32 For residents, the amount of leave permitted without making up time is determined by each medical specialty board; there is no ACGME policy on resident parental leave. The desire to avoid extending residency training (which can interfere with the start date of a subsequent job or fellowship) may motivate some residents to take less leave than offered.
Although they are not binding, professional society parental leave recommendations can also influence parental leave policies and specialty culture. For example, the American College of Surgeons recently suggested a minimum of 6-8 weeks of maternity leave and 6 weeks of paternity leave, recommending that surgeons should not pay practice overhead while on leave or be required to make up call. 33 Currently, the AAFP does not recommend a specific duration for parental leave. A recommendation from our specialty society could support the development of more uniform and family-friendly policies. 24 Our study has several important limitations. We depended on program directors to report policies and leave taken by recent residents and faculty. This method is subject to recall and reporting bias, and also reflects practices of only the most recent resident/faculty that have been eligible for leave in the program. Nonrespondents for the parental leave questions tended to be from smaller communities and have lower percentages of female faculty members than respondents, which could have impacted results. For analysis, all responses of >12 weeks were recoded to 13 weeks, which may have underrepresented the leave available at some programs. Finally, we were not able to ask questions about foster and adoptive parental leave policies because of the limited number of questions permitted by the CERA survey. Future studies could prospectively measure actual leave taken by new parents, could explore differences in written policy between institutions, could qualitatively explore practical ideas to increase the amount of parental leave residents or faculty are able to take, especially in smaller or rural programs, or could explore whether inadequate faculty parental leave policies discourage residents from choosing academic or other careers.
Conclusion
Despite AAFP support for policies that encourage time away from work duties for new parents, there remains large variability in parental leave policies among FM programs, and variable benefit from the policies that do exist. FM residency programs should be aware of the many factors that influence resident and faculty comfort with taking time away from the workplace after the addition of a child, and should encourage an environment that supports new parents. The ACGME could also consider more strictly regulating parental leave policies and practices, in order to best support our resident and faculty workforce.
